I n the last 2 decades, large-scale epidemiologic surveys across several countries with different health care systems have suggested that mental disorders are prevalent (4.3% to 26.3%) (1) but that only some individuals with mental disorders seek mental health treatment (1) (2) (3) . The WHO calls for the development of national mental health policies and for research on understanding both the factors related to MHSU and the barriers to help seeking for emotional problems across the world (4) . Several countries have developed national mental health care programs. Canada does not yet have a national policy on mental health, although there has been increased attention in the Canadian government to developing a national policy to reduce the number of Canadians with untreated mental illness (5) . However, there is little information on the prevalence and correlates of MHSU in Canada.
Mental Health Service Use in Canadian Samples
There have been 4 previous reports of help seeking in Canadian community samples. In a 2-stage survey in Edmonton, Bland and others found the prevalence of MHSU to be 12.9% in the first stage (n = 3956) and 14.1% in the second stage (n = 1956) (6,7). Lefebvre and others surveyed a random sample in Montreal (n = 893) and found that the rate of MHSU was 12.8% of the sample (8) . Lin and others reported that 7.8% of a population-based sample in Ontario (n = 8116) sought mental services in the past year (9) . These 4 studies provide important information based on surveys conducted between the late 1980s and the early 1990s and suggest that most individuals with a DSM-IV mental disorder diagnosis (10) do not receive any services. However, the generalizability of these findings to the entire Canadian population may be limited by the large geographic size of the country and by differences in economic and health status among different regions of Canada. Data from the Canadian NPHS demonstrate that, over the last 10 years, there have been large increases in antidepressant use, but not service use, for major depression (11, 12) . Therefore, there is a need for contemporary, nationally representative information on the prevalence and correlates of MHSU in Canada.
Self-Reported Barriers to Mental Health Service Use
Currently, there is no published information on self-reported barriers to MHSU in Canada. Data from the US National Comorbidity Survey and a community survey in Chile suggested that the most common reason for not seeking treatment was the high cost of professional care (13, 14) . However, these findings may not be generalizable to Canada because of the differences in the organization of the Canadian health care system, compared with systems in other countries (2) . The Canadian health care system provides universal health coverage, whereas the US and Chile cover services through both the public and private sector (15) (16) (17) . In the Canadian system, no limits are placed on access to physicians (that is, limits placed by payments for services rendered), although access to other types of mental health professionals is more constrained. Some reports also suggest that Canadian patients experience longer waits for mental health specialist services than do US patients (18) . Our study provides the first report of a range of self-reported barriers to MHSU in Canada.
Type of Professional Contact
Previous studies using Canadian samples have noted heavy reliance on primary care physicians to manage mental health problems (19, 20) . Access to mental health professionals through primary care physicians is the preferred practice pattern in Canada. Goldberg and Huxley's model of MHSU in the community hypothesizes that individuals seeking services from mental health professionals have higher levels of clinical severity than those seeking care from primary care physicians (21) . However, previous examination of an Ontario survey did not support this hypothesis (22, 23) . Respondents seeking treatment only from primary care physicians did not display significant differences with respect to level of clinical severity when compared with respondents seeking treatment from mental health professionals only or with respondents seeking care from multiple care providers. Our study aimed to revisit this issue and used a contemporary Canadian survey to understand whether there is a correlation between the level of mental illness severity and the type of professional contacted.
Our study used data from the CCHS Cycle 1.1, which is unique in that it is the largest survey ever conducted in any country (n~130 000) that includes an assessment of MHSU. 
Methods
Subjects for analysis were selected from the CCHS Cycle 1.1.
(Details of the survey methodology and data quality policies of Statistics Canada are available at www.statcan.ca/ english/concepts/health/index.htm.) A 3-frame, multistage, stratified sample design was used to collect data (24) . Subjects were aged 12 years and over, and the response rate was 84.7%. The current analysis is based on the subsample of the survey that agreed to share their information with the provincial ministries of health (97% of the sample, n = 125 493).
All respondents were asked the following question about contact with professionals for their mental health: "In the past 12 months, have you seen, or talked on the telephone to, a health professional about your emotional or mental health?" Respondents endorsing this question were categorized as "help seekers for mental health problems" (n = 10 886). Further questions addressed frequency of contact (total number of visits in the past 12 months) and type of professional contacted (specifically, family doctor, psychiatrist, psychologist, nurse, social worker or counsellor, or other). Type of professional contact was categorized into 5 mutually exclusive groups: 1) no contact, 2) family doctor only, 3) psychiatrist only, 4) nonphysician professional only (that is, psychologist, nurse, social worker, counsellor, or other), and 5) contact with multiple professionals (that is, endorsement of 2 or more professionals contacted in the past year).
Respondents were asked whether they had perceived a need for mental health treatment that was unmet: "In the past 12 months, was there ever a time when you felt that you needed health care but you didn't receive it?" Respondents endorsing this question were asked "What was the type of care that was needed?" One of the 4 choices was "treatment of an emotional or mental health problem." Next, respondents were asked to identify which barriers they endorsed from a list of possible reasons for not seeking care.
In this survey, we were able to examine the following sociodemographic correlates of MHSU: age, sex, marital status, education, income, ethnicity, and immigrant status. Ethnicity was dichotomized into white or visible minority. Immigrant status was based on whether the respondent endorsed being born in Canada (that is, Canadian-born or immigrant). A dichotomous variable was developed by Statistics Canada (24) to determine 2 income categories: 1) low household income (11.2% of the total sample) and 2) middle-to-high household income (88.8% of the total sample).
The CIDI-SF (25) was used to assess DSM-IV (10) major depression and alcohol dependence. Validation studies have demonstrated the reliability of using the CIDI-SF to diagnose depression and alcohol dependence (26, 27) .
Previous surveys have demonstrated that the presence of one or more physical health conditions is associated with MHSU (13, 28) . In the current study, chronic conditions were described as any health condition that had been diagnosed by a health care professional and lasted or was expected to last at least 6 months. Respondents were asked whether they had been given the diagnosis for any of 24 specific chronic conditions ( Table 1 ). The individual was given a score of 1 for each Heart disease Other chronic physical health condition diagnosis they had received. From the distribution of this variable in the sample, the number of past chronic physical health conditions was trichotomized into none (36.1% of the total sample), one (26.7% of the total sample), or 2 or more (37.2% of the total sample).
Previous studies have consistently demonstrated that increasing severity of mental illness (2) and self-perceived poor health status (9,13) are positively associated with treatmentseeking behaviour. In our survey, self-perceived general health status was measured by the participant's subjective assessment of perceived current health as excellent, good, fair, and poor. Current health was dichotomized into fair or poor (11.9% of the sample) and excellent or good (88.1% of the sample). To delineate their perceptions of stress, participants were asked how stressful their life was currently, with ratings being not at all, not very, a bit, quite a bit, and extremely. This variable was dichotomized into high stress (quite a bit or extremely stressful), which was endorsed by 26.1% of the total sample, and low stress (not at all, not very, and a bit stressful), which was endorsed by 73.9% of the total sample.
Respondents were asked whether they had reduced the amount or kind of activity "at home," "at work or at school," and "in other activities, for example transportation or leisure," owing to a "long-term (> 6 months) physical or mental condition or health problem." For each of the 3 areas of reduced functioning, respondents had the choices of sometimes, often, and never. Respondents endorsing never for all 3 areas of functioning were categorized as not restricted (77.1% of the total sample), and the remaining respondents were categorized as restricted. Finally, current disability was derived by totalling the number of days in the past 2 weeks during which the respondent was in bed for all or most of the day and the days during which the respondent cut down on activities for all or most of the day.
Analysis
The appropriate statistical weights provided by Statistics Canada were applied in all data analysis to ensure that the sample was representative of the Canadian population (29) . A bootstrapping technique (30) that incorporated multistage sample design information provided by Statistics Canada to produce the CV and 99%CIs was used. In no cases were CVs greater than 33.3%, the Statistics Canada cut-off that indicates extreme sampling variability.
We estimated the past-year prevalence of outpatient contact with mental health services, number of visits, and type of professionals contacted (Table 2) . We conducted multivariate logistic regression analyses to evaluate the correlates of past-year MHSU. We simultaneously included all independent variables in the regression analysis to adjust for the effects of each other. Owing to the very large sample size (and thus the highest likelihood of obtaining significant findings) and multiple comparisons, we used a conservative alpha coefficient of P < 0.01.
The bootstrapping program was used to estimate ratio differences with 99%CIs for the type of mental health professional contacted on each measure of severity (that is, DSM-IVdiagnosis of depression, alcohol dependence, restriction in activities, self-perceived health status, and 2-week disability). Meeting DSM-IV criteria for depression and alcohol dependence implies severe and persistent symptoms and therefore constitutes an indicator of severity. It is important to underscore that we compared each of the 5 types of professional contact on each of the 5 measures of clinical severity. nurses and other professionals were least commonly contacted. Among those seeking treatment for emotional symptoms in the past year, 19.3% (1.1% of the total population) had 12 or more outpatient visits. The prevalence of past-year DSM-IV major depression (that is, high probability of major depressive disorder according to the CIDI-SF) was 7.3% (99%CI, 7.08 to 7.48). Among those with major depression, 43.0% used any mental health services in the past year. Most individuals seeking treatment for depression had at least 4 outpatient visits in the past year. Perceived need for treatment without seeking care was endorsed by 0.6% (99%CI, 0.49 to 0.62) of the population. Table 4 presents self-reported barriers to seeking treatment. The 3 most common barriers to help seeking for emotional problems were "did not get around to it," "waiting time too long," and "felt it [treatment] would be inadequate." Table 5 illustrates the relation between the type of mental health professional contacted for emotional problems and a range of measures of severity. In the whole sample, the prevalence of contact was as follows: with FPs only, 3.0%; with a psychiatrist only,1.0%; with an NPP only, 3.2%; and with MPCs, 1.1%.
Results
Ratio difference analyses demonstrated a graded relation between number of professionals contacted for emotional symptoms and all measures of clinical severity (that is, DSM-IV major depression, DSM-IV alcohol dependence, long-term restriction in activities, self-perceived fair-to-poor health status, and 2-week disability). The lowest levels of severity were found for respondents without any professional contact in the past year. Intermediate levels of severity were found for respondents with one professional contact. The highest levels of severity were found for respondents with MPCs. Contact with a psychiatrist only was significantly more likely to be associated with higher severity on all measures (except alcohol dependence), compared with contact with an FP only and an NPP only. Respondents contacting an NPP only were significantly more likely to meet criteria for alcohol dependence than were respondents contacting an FP only or a psychiatrist only.
Discussion
In the context of broad access to mental health services and the recent increase in public awareness campaigns regarding mental illness, the past-year prevalence of self-reported MHSU (8.3%) remained essentially unchanged from previous reports based on an Ontario sample collected a decade earlier (8.0%) (9, 15) . These rates of MHSU are much lower than previously reported in highly urbanized Canadian samples of Edmonton (6,7) and Montreal (8) . The discrepancy among these rates of service use may be due to urban-rural differences in the availability of mental health services and the prevalence of disorders (9, 31) . The rates of service use in Canada were in the middle of the range of service use reported by the WHO for 14 different countries (0.8% to 15.3%) (1).
In the current analysis, we found the 12-month prevalence of major depression in Canada (7.3%) to be similar to the recently published US population-based rates (6.6%) (32) . Interestingly, only 43% of the individuals with depression received any outpatient mental health services in Canada, compared with 57% in the US (32) . Thus a significant proportion of individuals meeting criteria for major depression remained untreated.
Because the current survey did not comprehensively assess a wide range of mental disorders, we cannot estimate the proportion of Canadians suffering with mental disorders who received treatment. However, if previous 1-year prevalence estimates that approximately 20% of the Canadian population (7,33) meet criteria for a mental disorder still apply, the current finding that 8.3% of the population sought treatment in the past year for a mental disorder suggests a continuing large gap between those who suffer with mental illness in Canada and those who receive treatment. It is important to underscore that there is enormous controversy about whether meeting diagnostic criteria for a mental disorder is a good proxy of need for treatment. From survey findings across the world demonstrating that most individuals meeting criteria for a mental disorder do not seek treatment or perceive a need for treatment (2, 3, 16, 17) , several leaders in the field of psychiatric epidemiology have argued that estimates of need for treatment have been exaggerated by the inclusion of mild, transient disorders (34) (35) (36) . However, Kessler and others have used longitudinal US community data to demonstrate that "mild" mental disorders are associated with poor outcomes over a 10-year follow-up and may benefit from mental health treatment (37 done with future waves of the CCHS, which will be collected every 2 years.
Correlates of MHSU
In addition to the presence of depression and alcohol dependence, sociodemographic characteristics (for example, sex, ethnicity, income, and immigrant status), presence of chronic physical health problems, and disability were demonstrated to be associated with mental health treatment-seeking behaviour. The findings in our survey were similar to those in previous reports suggesting that young male subjects with low education are least likely to seek care (2,13). Also, being from a visible minority or being an immigrant was associated with a lower likelihood of help seeking. These findings are consistent with previous reports demonstrating cultural differences in MHSU (38, 39) and are especially relevant in Canada, because visible minorities and (or) immigrants form a significant proportion of the Canadian population (40).
Self-Reported Barriers to MHSU
Among the list of possible barriers to help seeking offered to respondents, 2 of the 5 most commonly endorsed reasons were related to respondents' choice not to make the effort to seek treatment (specifically, "did not get around to it" or "decided not to seek care"). These reasons for not seeking treatment may be related to low levels of severity of emotional symptoms and (or) the experience of transient emotional symptoms. Alternatively, the above reasons may reflect a negative attitude to mental health treatment. The third most commonly endorsed barrier was clearly a negative attitude to seeking treatment (that is, "felt it [treatment] would be inadequate"). Previous studies have also reported such negative attitudes toward MHSU (13, 41) . Further, the lack of available services when they were needed was also commonly endorsed (for example, "waiting time too long" or "not available at the time required"). As hypothesized on the basis of the universal Canadian insurance system, cost was not a commonly endorsed barrier in the current survey. We suggest that a need exists for public awareness campaigns to reduce negative attitudes to mental health treatment and to inform the public about where to access treatment in a timely manner.
Readers should keep in mind that the current survey did not assess other important reasons for not seeking care that have been commonly endorsed in previous surveys (for example, fear of stigmatization) (42) . Another important issue to consider is that previous surveys have repeatedly demonstrated that most individuals meeting criteria for a mental disorder do not perceive a need for treatment (3) . Future studies should more thoroughly assess both the types of service that respondents feel they need and a broader range of barriers to treatment.
Type of Professional Contact
Among professionals contacted for emotional problems, FPs were most likely to provide care in this sample. These findings are similar to findings from previous studies in Canada (6-9, 22,23) and in other countries (15, 17) (22, 23) . Possibly, over the last 10 years since the Ontario Health Survey was undertaken, FPs have acquired greater interest and (or) skill in recognizing and treating severe mental disorders and are able to consult psychiatrists or nonphysician mental health professionals when needed (12) . Recent work from the Canadian NPHS found that individuals suffering from depression and with greater number of symptoms and greater levels of impairment were more likely to be referred to mental health professionals (43) .
The diagnosis of alcohol dependence was more commonly found in respondents endorsing contact with NPPs rather than contact with an FP or psychiatrist (Table 5 ). This finding is likely due to the historic lack of pharmacologic treatment for substance use problems (44) and the importance of Alcoholics Anonymous in treating alcohol use disorders (45) . Some authors have suggested that the specialty sector has increased barriers to treatment for persons with substance use disorders (45) . These barriers may be due to perceptions in the community that individuals with substance use disorders are themselves to blame and need to "pull themselves together" (42) . Recent evidence suggests the need to implement a range of effective treatments for alcohol use disorders in primary care and specialty settings (46) (47) (48) .
Study Limitations
With respect to the limitations of the current investigation, the findings provide self-reported information on health care use that could be biased by recall errors. Another limitation of the current investigation is the lack of thorough questioning on the use of self-help resources for emotional problems. In previous surveys, respondents were asked to endorse seeking treatment from a range of professionals other than health care professionals (for example, priest, minister, spiritualist, and herbalist) (15) . It is possible that the current survey might have underestimated the use of other services. Further, the diagnoses of major depression and alcohol dependence were constructed from information obtained by lay interviewers. Although the CIDI-SF has proved to be a reliable instrument (25) , it is unlikely to match the validity of trained clinicians. Finally, the current survey is limited to the assessment of major depression and alcohol dependence only. Other major mental illnesses (for example, schizophrenia or anxiety disorders) are likely to influence treatment-seeking behaviour.
Conclusions
Health policy-makers need to be aware of a range of sociodemographic factors, disability variables, and mental and physical health condition diagnoses that are associated with MHSU in Canada. The match between severity of mental illness and type of professional contacted seemed to be appropriate at the aggregate level, although this may not be true for individuals. Public awareness campaigns need to emphasize the treatable nature of mental disorders and provide information about where to access treatment.
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Résumé : L'utilisation des services de santé mentale dans une enquête nationale représentative du Canada
Contexte : Les enquêtes canadiennes précédentes ont relevé une vaste échelle des taux de prévalence de l'utilisation des services de santé mentale et n'ont constaté aucun lien cohérent entre le type de contact avec les professionnels de la santé mentale et la gravité de la maladie. Cette étude est la première à examiner la prévalence et les corrélats de l'utilisation des services de santé mentale dans une enquête nationale représentative du Canada.
Méthodes : Le Cycle 1.1 de l'Enquête sur la santé dans les collectivités canadiennes a été mené entre 2000 et 2001 (n = 125 493; 12 ans et plus; taux de réponse : 84,7 %). On a demandé aux répondants s'ils avaient contacté un professionnel en raison de symptômes émotionnels dans l'année écoulée, et on les a interrogés sur leur expérience des obstacles au traitement. Les diagnostics de dépression majeure et de dépendance à l'alcool du DSM-IV ont été évalués à l'aide de la version abrégée de l'entrevue diagnostique composite internationale.La relation entre une gamme de mesures de la gravité clinique et le type de professionnel contacté pour des symptômes émotionnels a été examinée.
Résultats : La prévalence de 12 mois de la recherche d'aide pour des symptômes émotionnels était de 8,3 % (IC 99 %, 8,10 à 8,55); quelque 0,6 % (IC 99 %, 0,49 à 0,62) de l'échantillon percevaient le besoin d'un traitement sans rechercher d'aide. Les répondants qui déclaraient un contact avec de multiples professionnels ou psychiatres avaient seulement des niveaux de gravité plus élevés que ceux qui avaient contacté des médecins de famille seulement ou des professionnels non médecins.
Conclusions :
Bien que la dépression non traitée demeure un problème significatif au Canada, la maladie grave était plus susceptible d'être associée à la consultation d'un psychiatre (ou de multiples professionnels), ce qui indique une relation entre la grande gravité de la maladie mentale et l'obtention de soins plus spécialisés.
